Reply
We thank Drs. Florenzano and Salman for their valuable comments regarding our study (1) . Four types of anthracycline cardiotoxicity are described: acute, subacute, chronic, and late onset. Acute complications can be seen in 0.4% to 41% of patients (2) . We performed echocardiography after chemotherapy and evaluated both acute and subacute cardiotoxicity. Dilated cardiomyopathy is the most important complication of chemotherapy. It is associated with certain risk factors: dose, administration rate, gender, age, underlying heart diseases, hypertension, irradiation, and the human epidermal growth factor receptor-2.
Mean decrease in left ventricular ejection fraction (LVEF) in our control group was 16.6%. It was demonstrated that gradual decrease in LVEF was 1.9% with every 50-mg anthracycline dose. Decrease in LVEF in our study was concordant with this information. However, both LVEF and cardiomyopathy incidence may change with risk factors. The incidence of subclinical cardiomyopathy is not exactly known. It has been demonstrated that doxorubicin-induced subclinical cardiomyopathy can be 27.6% (3), and the troponin I increase can be 33% of patients after chemotherapy, and this increase is associated with decreased LVEF (4). In another study (5), patients who had received chemotherapy were randomized either to receive or not to receive an angiotensinconverting enzyme inhibitor, and the primary end point was Ͼ10% decrease in LVEF. The primary end point was 0% in the treatment group and 43% in control subjects. These results suggest that systolic dysfunction may occur in many patients. Decompensated heart failure was shown in one patient in our groups, but subclinical cardiomyopathy was demonstrated in additional patients.
The main result of our study showed that carvedilol may prevent anthracycline-induced cardiomyopathy. Our study is a preliminary one in this issue. We enrolled cancer patients, so patients with different types of disease at different stages were included in the trial. Although we had a small number of patients, the distribution of disease types and the anthracycline dose used in the patient group were well balanced between the groups. The dose of anthracycline changes with the treatment scheme. Moreover, the number of standard cycles is 6; in some cases additional cycles may be used depending on the scheme employed and the oncologist's preference. Most of our patients received adriamycin, and the regular dose was 65 to 75 mg/m 2 , but higher doses were used in some patients. Furthermore, it is known that the cardiotoxicity incidence increases with increased doses of adriamycin and epirubicin above 550 and 900 mg/m 2 , respectively (6).
